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Objective: To document differences among racial/ethnic/gender groups in specialty 
behavioral health care (BH) utilization/expenditures; examine whether these differ-
ences are driven by probability vs intensity of treatment; and identify whether differ-
ences are explained by socioeconomic status (SES).
Data Source: The cohort consists of adults continuously enrolled in Optum plans 
with BH benefits during 2013.
Study Design: We modeled each outcome using linear regressions among the entire 
sample stratified by race/ethnicity, language and gender. Then, we estimated logistic 
regressions of the probability that an enrollee had any spending/use in a given service 
category (service penetration) and linear regressions of spending/use among the user 
subpopulation (treatment intensity). Lastly, all analyses were rerun with SES controls.
Data Collection: This study links administrative data from a managed BH organiza-
tion to a commercial marketing database.
Principal Findings: We found that in many cases, racial/ethnic minorities had lower 
specialty BH expenditures/utilization, relative to whites, primarily driven by differ-
ences in service penetration. Among women, relative to whites, Asian non- English 
speakers, Asian English speakers, Hispanic non- English speakers, Hispanic English 
speakers, and blacks had $106, $95, $90, $48, and $61 less in total expenditures. SES 
explained racial/ethnic differences in treatment intensity but not service 
penetration.
Conclusions: In this population, SES was not a major driver of racial/ethnic differ-
ences in specialty BH utilization. Future studies should explore the role of other fac-
tors not studied here, such as stigma, cultural competence, and geography.
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1  | INTRODUCTION

Approximately one in five adults in the United States experience 
mental illness (MI) in a given year, and more than 20 million individ-
uals suffer from a substance use disorder (SUD). Behavioral health 

conditions are the leading cause of disability in the United States and 
are estimated to cost the United States more than 190 billion dollars 
per year, in unearned income.1 Higher rates of chronic mental illness 
and mental illness- associated morbidity have been documented for 
some racial and ethnic groups, relative to whites.2 Differences in 
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behavioral health treatment may underlie these disparate outcomes 
in mental illness- associated morbidity. Underuse of pharmacotherapy 
and individual psychotherapy in several different racial and ethnic mi-
nority populations has been documented. However, racial and ethnic 
differences in the utilization of specialty behavioral health care, out-
side of individual psychotherapy, are less understood. We know much 
less about differences in utilization of group/family psychotherapy, 
structured outpatient/residential treatment, and inpatient therapy.3-6

Using survey data, prior studies have found unconditional differ-
ences (ie, among the entire population, not just limited to individuals re-
ceiving services) in behavioral health care utilization across racial/ethnic 
minorities and non- Hispanic whites. Specifically, racial and ethnic minori-
ties have fewer visits for behavioral health care in general and receive 
less individual psychotherapy.4,7-9 Using the National Institute of Mental 
Health Collaborative Psychiatric Epidemiology Surveys, Alegria et al4 
found that among individuals with depression, 69, 64, and 59 percent 
of Asians, Hispanics, and blacks, respectively, did not receive any mental 
health care in the past year compared to 40 percent of non- Hispanic 
whites. Fiscella et al explored differences across racial/ethnic groups 
in the likelihood of having had any visit with a mental health provider 
as well the role of ethnicity/language interactions in these differences. 
Using data from the Community Tracking Survey (1996- 1997), they 
found among insured blacks, non- Hispanic whites, English- speaking 
Hispanics, and non- English- speaking Hispanics that only blacks and 
non- English- speaking Hispanics were significantly less likely to have had 
any visit with a mental health provider, relative to non- Hispanic whites.10

Chen and Rizzo7 examined racial/ethnic differences in psycho-
therapy utilization among individuals with either depression or anxi-
ety, using Medical Expenditure Panel Survey (MEPS) data. They found 
that among patients receiving any mental health care, Hispanics used 
less psychotherapy than non- Hispanic whites; however, this differ-
ence became negligible after controlling for language. Cook et al8 also 
used MEPS data to explore racial/ethnic differences in the receipt of 
mental health care and found that among patients screening positive 
for depression or psychological distress, blacks and Hispanics were 
less likely than non- Hispanic whites to initiate mental health care.

A limitation of these studies is their reliance on patient reports. 
Compared to self- reported survey data, claims data have been shown 
to be a more valid source of information for health care utilization, par-
ticularly outpatient care.11 A few studies have used administrative data 
to examine differences in behavioral health care utilization.3,6,12 These 
studies have shed light on differences in behavioral health care utiliza-
tion among racial/ethnic minorities receiving any mental health care 
(conditional differences). Blanco et al used several panels of the National 
Ambulatory Medical Care Survey (NAMCS), a provider visit- based sur-
vey, to explore differences in behavioral health care utilization trends 
among individuals with psychiatric diagnoses. They found a lower num-
ber of visits to psychiatrist and lower rates of psychotherapy utilization 
among Hispanics relative to non- Hispanics, controlling for age, sex, pay-
ment source, and population growth. Busch et al6 used claims data from 
Medicaid managed care and mental health carve- out plans in Florida 
to explore predictors of behavioral health care quality among patients 
with schizophrenia and found that blacks and Hispanics were more 

likely than whites to have gone 60 days or more without any mental 
health visits (diagnostic/assessment, medication management, psycho-
therapy), controlling for age, gender, and comorbid substance use disor-
der. Coleman et al (2016) used medical record and claims data from 11 
not- for- profit health care systems to examine racial/ethnic differences 
in psychotherapy utilization among patients with any mental health di-
agnosis. A number of racial/ethnic groups were featured in the study 
population, including blacks, whites, Hispanics, and Asians. Coleman 
et al3 found that Asians were the only racial/ethnic subgroup to have a 
lower probability of utilizing psychotherapy than non- Hispanic whites. 
Hahm et al13 used medical records from an urban New England health 
care system (2010- 2012) to explore race/ethnicity/gender interactions 
in mental health care utilization differences and found that black and 
Hispanic men, screening positive for depression, were much less likely 
to have received any mental health care than their female counterparts.

The objectives of the current study are to document unconditional 
differences among racial/ethnic groups in behavioral health care utili-
zation by service type (assessment/diagnostic evaluation, medication 
management, and individual, group, and family psychotherapy visits; 
days of structured outpatient, day treatment, residential care, and inpa-
tient care) and by payer (patient, plan, and total). We then identify the 
extent to which these differences are explained by socioeconomic fac-
tors (education, income, and net worth). Lastly, we examine the extent 
to which racial/ethnic differences in expenditure/utilization are attrib-
utable to service penetration (ie, the probability of using any services) 
vs the intensity of service use after an individual has entered treatment.

Our study makes the following contributions to the literature: It 
explores unconditional differences in behavioral health care utilization 
among racial/ethnic minorities as well as conditional differences; it uses 
claims data to explore racial/ethnic differences in behavioral health 
care utilization for more service types than previously explored (in-
cluding group and family psychotherapy visits; days of structured out-
patient, day treatment, residential care, and inpatient care) and it does 
so among the general population rather than a conditional subgroup; 
and it explores the impact of several different measures of socioeco-
nomic status on behavioral health care utilization, a potential driver of 
the relationship between race/ethnicity and behavioral health care uti-
lization.14 Additionally, this study links 2013 administrative data (insur-
ance claims, eligibility, and provider supply data) from a large managed 
behavioral health organization (MBHO) to commercial marketing data 
for nearly 1.4 million adults, continuously enrolled in “carve- in” plans 
(ie, those administering both behavioral health and medical benefits to-
gether). By using a population of individuals continuously enrolled in a 
commercial health insurance plan, this study has the added advantage 
of ruling out differences in insurance coverage as an explanation for 
racial/ethnic differences in behavioral health care utilization.

2  | METHODS

2.1 | Data and study design

The study data were obtained from Optum®, UnitedHealth Group, 
which is one of the largest MBHOs in the country. Optum currently 
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contracts with 2500 facilities and 130 000 providers to serve ap-
proximately 2500 customers (including UnitedHealthcare and other 
commercial medical insurance plans in addition to employer groups), 
with 60.9 million members distributed across all U.S. states and ter-
ritories. Our data included: (a) specialty behavioral health insurance 

claims providing detailed information on utilization, expenditures, 
and diagnosis; (b) enrollment eligibility and demographics; (c) em-
ployer and plan characteristics from Optum's Book of Business; and 
(d) sociodemographic data from a commercial marketing database 
for a subset of enrollees.

F IGURE  1 Population size flowchart

2013 Carve-in Plan Participants  
N= 5,893,746 

Limit Age Range from 0-64 
N=4,137,564 (94.66%) 

Removed for missing 
race/ethnicity, education or 

income data 
N=1,771,702 (44.56%) 

Limit to 12-month Enrollment 
N=4,370,966 (74.16%) 

 

Limit Age Range from 18-64 
N=1,356,590 (76.57%) 
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2.2 | Population

The study cohort consists of adults, aged 18- 64, residing in the 50 
U.S. states who were continuously enrolled during 2013 in Optum 
“carve- in” plans that (a) included behavioral health benefits (exclud-
ing employee assistance program and work/life- only plans); and (b) 
were not retiree, supplemental, or indemnity plans. The final popula-
tion included 1 356 590 enrollees. The sample size flowchart can be 
found in Figure 1.

2.3 | Outcomes

Outcomes were annual specialty behavioral health care utilization and 
expenditures. Outpatient utilization measures separately counted vis-
its for assessment/diagnostic evaluation; medication management; 
individual, family, and group psychotherapy; and days of structured/
intensive outpatient services. Intermediate care measures separately 
counted days of residential care and day treatment. Acute inpatient 
utilization was measured by the number of days spent in the hospital. 
Plan expenditures were the sum of payments made by Optum and 
“coordination of benefits” payments by other insurers. Patient out- 
of- pocket expenditures consisted of copayments, coinsurance, and 
deductibles. Total expenditures were the sum of plan and patient out- 
of- pocket expenditures. All expenditure variables combined dollars 
spent on all outpatient, intermediate, and inpatient services.

2.4 | Socioeconomic status measures

Our socioeconomic measures included an education variable and a 
combined household income and net worth variable. The education 
variable was a categorical variable including the categories less than 
high school, some college, associate degree, and bachelor's or gradu-
ate degree. The combined household income and net worth variable 
was also categorical, consisting of 10 categories. The household in-
come	values	ranged	from	undocumented	income	to	≥150K,	and	the	
net	worth	values	ranged	from	≤25K	to	≥500K	(see	Table	1	for	more	
details on these measures).

2.5 | Other covariates

Other covariates included enrollee age group and state of residence, 
census division, employer size category and industry, and whether 
the plan was more vs less managed, whether the enrollee was a sub-
scriber or dependent, marital status (see Table 1 for categories), and 
number of nonspouse dependents within the family by age group. 
Diagnostic categories were also created for the conditional models 
examining utilization and expenditures among patients receiving 
care.

2.6 | Statistical analysis

For each outcome, we first modeled the unconditional mean 
(mean among all enrollees) using linear regression. To understand 

the extent to which overall differences in key endpoints (total 
expenditures, individual psychotherapy, and medication manage-
ment visits) were attributable to service penetration vs intensity 
of treatment, we also estimated logistic regressions of the prob-
ability that an enrollee had any spending/use in the given category 
and linear regressions of spending/use among the conditional sam-
ple of “users,” that is, the subset of enrollees with positive values 
for the dependent variable. We report robust “sandwich” stand-
ard errors using generalized estimating equations, to account for 
employer- level sampling and the nesting of months within people 
within plans within employers.15,16 Due to the large sample sizes, 
we used P- value <0.001 as our cutoff for statistical significance. All 
statistical models were stratified by race/ethnicity. Given that lan-
guage differences in the setting of absent or untrained interpreters 
may result in the misunderstanding of both symptoms provided by 
patients and treatments suggested by providers, the differences 
in specialty behavioral health care utilization among non- English- 
speaking individuals may be more pronounced than those among 
English- speaking individuals.17 Consequently, models of Asians 
and Hispanics were additionally stratified by language (English vs 
non- English) to assess for this language/ethnicity interaction.10,13 
Models of blacks and whites were not stratified to preserve sta-
tistical de- identification, due to very small numbers of non- English 
speakers. Gender stereotypes in the United States that discourage 
emotional vulnerability and expressivity by men may have nega-
tive implications for the behavioral health care- seeking behavior 
of men, exacerbating specialty behavioral health care utilization 
differences in men, relative to women.18 To assess for race/ethnic-
ity/gender interactions, statistical models were also stratified by 
gender (male vs female). In addition to the main regression speci-
fications, all analyses were rerun with controls for socioeconomic 
status. Results from the two specifications were compared in order 
to ascertain the extent to which differences among groups defined 
by race, ethnicity, and language were robust to holding socioeco-
nomic factors constant. Including socioeconomic status in the 
regression models generally increased adjusted R- squared, most 
notably for expenditures, individual and family psychotherapy, 
and medication management (with percent increases in adjusted 
R- squared ranging from about 4 to 32 percent).

3  | RESULTS

Descriptive statistics for the population, stratified by gender and 
age, can be found in the Appendix Table S1. The percentage ranges 
for Asian English, Asian non-English, blacks, Hispanic English and 
Hispanic non- English were 2.6-4.7, 1.7- 3.1, 8.1-9.8, 4.2-6.3, 
and 5.4-6.8 across our subpopulations, respectively. We also 
calculated descriptive statistics for expenditures and SES strati-
fied by gender, age, and race/ethnicity (not shown). Percentage 
ranges for having any behavioral health care expenditures among 
Asian English, Asian non- English, Hispanic English, Hispanic non- 
English speakers, blacks, and whites, across our subpopulations, 
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TABLE  1 Characteristics of the study population

Men 18- 64 (N = 665 460)
Women 18- 64 
(N = 691 130)

Race/ethnicity/language (%)

 Asian, English preference 2.62 2.81

 Asian, other language 3.05 2.85

 African American/black, any 8.13 9.81

 Hispanic/Latino, English preference 4.18 5.09

 Hispanic/Latino, other language 6.78 5.43

 Caucasian/white, any 70.94 69.5

 Other race/ethnicity, any 4.31 4.51

Education (%)

 Less than high school 22.16 22.36

 Some college 42.88 43.32

 Associate degree 11.65 11.47

 Bachelor’s or graduate degree 23.31 22.84

Household income and net worth (%)

 HH income uncoded, net worth <150K 6.52 7.06

	HH	income	uncoded,	net	worth	≥150K 8.86 8.73

 HH income <75K, net worth <25K 11.16 12.58

 HH income <75K, 25K < net worth <100K 6.92 7.85

	HH	income	<75K,	net	worth	≥100K 9.83 12.13

	75K	≤	HH	income	<150K,	net	worth	<100K 8.09 6.6

	75K	≤	HH	income	<150K,	100K	≤	net	worth	<250K 10.83 9.67

	75K	≤	HH	income	<150K,	net	worth	≥250K 15.98 16.09

	HH	income	≥150K,	net	worth	<500K 9.51 8.03

	HH	income	≥150K,	net	worth	≥500K 12.29 11.26

Age group (%)

 18- 24 14.6 13.76

 25- 34 19.15 19.67

 35- 44 23.04 23.08

45- 54 24.01 24.08

 55- 64 19.2 19.42

Subscriber (vs dependent) (%) 69.12 48.89

Relationship type (%)

 Single 47.44 48.09

 Same- sex domestic partner 0.55 0.3

 Different- sex domestic partner 1.02 1.02

 Same- sex spouse 0.15 0.11

 Different- sex spouse 50.83 50.48

Number of dependents other than partner, by age group, mean (SD)

 Age: 0- 3 0.09 (0.32) 0.09 (0.32)

 Age: 4- 8 0.18 (0.48) 0.18 (0.47)

 Age: 9- 12 0.16 (0.44) 0.16 (0.43)

 Age: 13- 17 0.24 (0.54) 0.23 (0.53)

 Age: 18- 24 0.45 (0.79) 0.43 (0.77)

 Age: 25- 34 0.06 (0.25) 0.06 (0.25)

(Continues)
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were 2.1- 5.1, 1.5- 2.8, 4.1- 6.4, 4.5- 7.7, 3.6- 5.4, and 6.3- 9.2, re-
spectively. Percentage ranges for having a bachelor's degree or 
higher, among adult Asian English, Asian non- English, Hispanic 

English, Hispanic non- English speakers, blacks, and whites, were 
38.4- 39.3, 49.2- 49.3, 16.3- 17.2, 7.8- 8.6, 6.7- 6.8, and 24.6- 25.0, 
respectively.

Men 18- 64 (N = 665 460)
Women 18- 64 
(N = 691 130)

 Age: 35- 44 0.00 (0.03) 0.00 (0.03)

 Age: 45- 54 0.00 (0.02) 0.00 (0.02)

 Age: 55- 64 0.00 (0.01) 0.00 (0.01)

	Age:	≥65 0.00 (0.01) 0.00 (0.01)

Census divisions (%)

 New England 3.96 3.63

 Middle Atlantic 11.01 10.81

 East North Central 13.42 13.7

 West North Central 9.4 9.52

 South Atlantic 20.19 20.48

 East South Central 4.1 4.15

 West South Central 15.4 15.05

 Mountain 11.27 11.77

 Pacific 11.26 10.9

Employer group size (%)

 >40K enrolled employees 17.39 19.31

	>10K	&	≤40K 46.82 45.6

 5000- 10 000 17.64 17.75

 <5000 18.15 17.34

Employer industry (%)

 Agriculture, Forestry, Fishing, and Hunting 0 0

 Mining 2.12 1.84

 Utilities 1.93 2.08

 Construction 2.75 2.17

 Manufacturing 6.3 5.25

 Wholesale Trade 1.98 1.62

 Retail trade 1.84 2.28

 Transportation and Warehousing 15.93 14.07

 Information 2.8 2.61

 Finance and Insurance 9.88 11.13

 Professional, Scientific, and Technical Services 3.59 3.32

 Management of Companies and Enterprises 0.36 0.46

 Educational services 0.26 0.36

 Health care and social assistance 1.97 2.93

 Arts, Entertainment, and Recreation 2.25 2.03

 Accommodation and Food service 0.5 0.47

 Other services (except public administration) 0.9 0.9

 Public administration 0.5 0.45

 Unknown 44.14 46.02

Health plan characteristics

 Plan type (%)

 More managed (eg, HMO) 97.65 97.45

 Less managed (eg, PPO) 2.35 2.55

TABLE  1  (Continued)
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3.1 | Adjusted differences in outcomes among Asian 
English speakers vs whites

Among women and men, Asian English speakers had lower utili-
zation and expenditures than whites in all categories, although 
in a few cases, the differences were not statistically significant 
(group psychotherapy for women, inpatient care for men, struc-
tured outpatient for both men and women). For example, among 
the entire population of women, Asian English- speaking women 
had $95 less in total expenditures, 0.10 fewer visits for medica-
tion management, and 0.43 fewer visits for individual psycho-
therapy, relative to white women. Average total expenditures, 
medication management visits, and individual psychotherapy 
visits for white women were $139, 0.18, and 0.58, respectively, 
in 2013. This translates into 68 percent less expenditures, 56 
percent fewer medication visits, and 74 percent fewer individ-
ual psychotherapy visits, among Asian English- speaking women, 
relative to white women, annually. Furthermore, differences in 
expenditures and utilization were unchanged by controlling for 
SES (Table 2).

3.2 | Adjusted differences in outcomes among 
Asian non- English speakers vs whites

Among women and men, Asian non- English speakers had signifi-
cantly lower utilization and expenditures than whites in all catego-
ries, with the exception of inpatient care. Again, differences were 
unchanged by controlling for SES (Table 2).

3.3 | Adjusted differences in outcomes among 
Hispanic English speakers vs whites

Among women, Hispanic English speakers had significantly lower ex-
penditures and fewer psychotropic drug management and individual 
and group psychotherapy visits than whites. Among men, Hispanic 
English speakers also had significantly lower psychotropic drug man-
agement and individual and family psychotherapy visits than whites, 
although differences in expenditures (while negative) were nonsig-
nificant. After controlling for SES, the magnitude of most of these 
differences declined slightly, and in one case, the differences lost 
significance (family psychotherapy for men; Table 3).

TABLE  2 Differences in specialty behavioral health care utilization and expenditures between Asians and whites, with and without 
controls for socioeconomic status

Outcome

Asian English speakers Asian non- English speakers

Womena Menb Womenc Mend

w/o SES With SES w/o SES With SES w/o SES With SES w/o SES With SES

Expenditures ($)

 Total −95.06 −100.64 −81.69 −84.40 −106.67 −118.69 −81.50 −87.64

 Plan −70.46 −74.10 −60.85 −62.54 −74.99 −83.16 −59.12 −62.96

 Patient −24.60 −26.54 −20.84 −21.86 −31.69 −35.53 −22.39 −24.68

Utilization (visits)

 Assessment and 
evaluation

−0.03 −0.03 −0.02 −0.02 −0.04 −0.04 −0.03 −0.03

 Rx management −0.10 −0.11 −0.09 −0.09 −0.16 −0.17 −0.10 −0.11

 Individual 
psychotherapy

−0.43 −0.46 −0.26 −0.28 −0.55 −0.62 −0.34 −0.38

 Family 
psychotherapy

−0.03 −0.03 −0.02 −0.02 −0.03 −0.03 −0.03 −0.03

 Group 
psychotherapy

−0.01 −0.01 −0.02 −0.02 −0.01 −0.01 −0.01 −0.01

Utilization (d)

 Structured 
outpatient

−0.02 −0.02 −0.03 −0.03 −0.03 −0.03 −0.03 −0.03

 Day treatment −0.01 −0.01 −0.01 −0.01 −0.01 −0.01 −0.01 −0.01

 Residential −0.01 −0.01 −0.01 −0.01 −0.01 −0.01 −0.01 −0.01

 Inpatient −0.01 −0.01 −0.01 −0.01 −0.01 −0.01 −0.01 −0.01

Notes: The study population includes individuals enrolled continuously in carve- in plans of a managed behavioral health care organization during 2013. 
OLS models control for enrollee age group, employer size category, employer industry type, whether the plan was more or less managed, state of resi-
dence, whether the enrollee is subscriber or dependent, marital status, and number of nonspouse dependents within the family by age group. We use 
robust “sandwich” standard errors using generalized estimating equations, to account for employer- level sampling and the nesting of months within 
people within plans within employers. The reference category for all results is non- Hispanic white. Results with P- values <0.001 are bolded.
aN = 19 404; bN = 17 408; cN = 19 723; dN = 20 314.
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3.4 | Adjusted differences in outcomes among 
Hispanic non- English speakers vs whites

Relative to white non- Hispanic women and men, Hispanic non- 
English- speaking women and men had significantly lower expen-
ditures and utilization in every category examined. In most cases, 
controlling for SES somewhat decreased the magnitude of the dif-
ferences, and in quite a few cases, statistical significance was lost 
(Table 3).

3.5 | Adjusted differences in outcomes among 
blacks vs whites

Among women and men, blacks had significantly lower utilization 
and expenditures than whites except for group psychotherapy and 
(for men) inpatient care. Controlling for SES reduced the magnitude 
of the differences in expenditures and individual psychotherapy 
visits across all subgroups. In addition, differences in some out-
comes became insignificant among certain subpopulations (family 

psychotherapy visits among women and men and structured outpa-
tient care among men; Table 4).

3.6 | Differences in service penetration vs 
treatment intensity among patients in care

For three key outcomes (total expenditures, psychotropic drug man-
agement visits, and individual psychotherapy visits), we looked at 
the extent to which differences among groups defined by gender, 
race, ethnicity, and language were driven by service penetration (ie, 
the probability that the individual had any expenditures or utilization 
in the given category) vs conditional levels, or treatment intensity (ie, 
the amount of expenditures or number of services among individuals 
with any). Across the board, relative to white non- Hispanics, those 
in all other groups had lower service penetration, that is, were less 
likely to have any behavioral health specialty expenditures and less 
likely to have any drug management and/or individual psychother-
apy visits. Furthermore, controlling for SES had almost no discern-
ible impact on these estimates (Appendix Tables S1-S3).

TABLE  3 Differences in specialty behavioral health care utilization and expenditures between Hispanics and whites, with and without 
controls for socioeconomic status

Outcome

Hispanic English speakers Hispanic non- English speakers

Womena Menb Womenc Mend

w/o SES With SES w/o SES With SES w/o SES With SES w/o SES With SES

Expenditures ($)

 Total −48.63 −44.59 −30.07 −25.72 −90.45 −78.30 −71.45 −59.16

 Plan −35.64 −33.87 −23.82 −21.07 −68.84 −62.54 −53.72 −45.78

 Patient −12.99 −10.73 −6.25 −4.65 −21.62 −15.76 −17.74 −13.38

Utilization (visits)

 Assessment and 
evaluation

−0.01 −0.01 0.00 0.00 −0.02 −0.02 −0.02 −0.02

 Rx management −0.04 −0.04 −0.04 −0.04 −0.10 −0.08 −0.08 −0.07

 Individual 
psychotherapy

−0.19 −0.15 −0.11 −0.09 −0.35 −0.25 −0.21 −0.15

 Family 
psychotherapy

0.00 0.00 −0.01 −0.01 −0.01 −0.01 −0.02 −0.01

 Group 
psychotherapy

−0.01 −0.01 −0.01 −0.01 −0.01 −0.01 −0.01 −0.01

Utilization (d)

 Structured 
outpatient

−0.02 −0.01 −0.01 −0.01 −0.03 −0.03 −0.03 −0.02

 Day treatment −0.01 −0.01 −0.01 −0.01 −0.01 −0.01 −0.01 −0.01

 Residential 0.00 0.00 −0.01 −0.01 −0.01 −0.01 −0.01 −0.01

 Inpatient 0.00 0.00 0.00 0.00 −0.02 −0.02 −0.01 −0.01

Notes: The study population includes individuals enrolled continuously in carve- in plans of a managed behavioral health care organization during 2013. 
OLS models control for enrollee age group, employer size category, employer industry type, whether the plan was more or less managed, state of resi-
dence, whether the enrollee is subscriber or dependent, marital status, and number of nonspouse dependents within the family by age group. We use 
robust “sandwich” standard errors using generalized estimating equations, to account for employer- level sampling and the nesting of months within 
people within plans within employers. The reference category for all results is non- Hispanic white. Results with P- values <0.001 are bolded.
aN = 35 146; bN = 27 799; cN = 37 520; dN = 45 087.
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Greater heterogeneity was seen in the results looking at the 
levels of expenditures or utilization among individuals with any. For 
most of the outcomes and groups defined by gender, differences 
in conditional levels of the outcomes among groups defined by 
race, ethnicity, and language were not significant. The exceptions 
were as follows: Among individuals who had respectively any ex-
penditures or individual psychotherapy visits, black and Hispanic 
non- English- speaking women had significantly lower total expen-
ditures and fewer individual psychotherapy visits than white non- 
Hispanic women. Hispanic non–English- speaking women also had 
fewer conditional drug management visits. Among men receiving 

pharmacotherapy, Hispanic non- English- speaking men had fewer 
drug management visits than white men. Finally, among men re-
ceiving individual psychotherapy, both black and Hispanic English- 
speaking men had fewer visits than white men. It is notable that only 
one of these differences in conditional levels of expenditures or utili-
zation (lower conditional expenditures among Hispanic non- English- 
speaking women) retained statistical significance after adjusting for 
SES differences among groups.

4  | DISCUSSION

Racial/ethnic differences in morbidity from behavioral health con-
ditions have been well documented, with minority groups faring 
worse relative to whites.2 The extent to which differences in spe-
cialty behavioral health care utilization are contributing these mor-
bidity differences is not clear. We found that in many cases, racial/
ethnic minorities had a lower probability of having any behavioral 
health care expenditures and utilization, relative to whites. Within 
racial/ethnic and language subgroups, the pattern of expenditure/
utilization differences is similar across genders for all but Hispanic 
English speakers; however, for many service types the magnitude of 
the difference is larger among women. These results are consistent 
with the work of Alegria et al4 who found a lower probability of any 
behavioral health care utilization among racial/ethnic minorities with 
depression using self- reported utilization data. This work extends 
this study by exploring unconditional behavioral health care utiliza-
tion differences across specific behavioral health care types (visits 
for assessment/diagnostic evaluation, medication management, 
and individual, group, and family psychotherapy; days of structured 
outpatient, day treatment, residential care, and inpatient care) and 
using claims data to measure utilization rather than self- report. 
Additionally, we demonstrate that in most cases, differences in ser-
vice penetration across racial/ethnic groups were not explained by 
SES.

Our analyses showed that relative to whites, all racial/ethnic sub-
groups had lower rates of individual psychotherapy utilization, and 
these differences were primarily driven by lower service penetra-
tion rather than differences in service use intensity. Furthermore, 
conditional differences in individual psychotherapy utilization 
became insignificant with controls for SES, in the few subgroups 
where differences were present. These findings are consistent with 
the conclusions of Chen and Rizzo,7 who do not find a lower prob-
ability of individual psychotherapy utilization among blacks and 
Hispanics with anxiety or depression, using MEPS office- based visit 
data. However, these results are inconsistent with those of Coleman 
et al,3 who find a lower rate of individual psychotherapy utilization, 
conditional on any behavioral health care use, among Asians, rela-
tive to whites. Differences in results may be driven by differences 
in number of covariates adjusted for across the two studies given 
that the Coleman et al study does not control for any individual- level 
covariates. Additionally, the Coleman et al3 study uses data from a 
nonprofit rather than a for- profit health care system.

TABLE  4 Differences in specialty behavioral health care 
utilization and expenditures between blacks and whites, with and 
without controls for socioeconomic status

Outcome

Womena Menb

w/o SES With SES w/o SES With SES

Expenditures ($)

 Total −61.33 −52.43 −49.43 −39.03

 Plan −44.26 −40.06 −37.83 −31.21

 Patient −17.07 −12.37 −11.61 −7.82

Utilization (visits)

 Assessment 
and 
evaluation

−0.01 −0.01 −0.01 −0.01

 Rx 
management

−0.07 −0.06 −0.06 −0.05

 Individual 
psychother-
apy

−0.26 −0.18 −0.16 −0.11

 Family 
psychother-
apy

−0.01 −0.01 −0.01 −0.01

 Group 
psychother-
apy

−0.01 −0.01 −0.01 0.00

Utilization (d)

 Structured 
outpatient

−0.02 −0.02 −0.02 −0.01

 Day 
treatment

−0.01 −0.01 −0.01 −0.01

 Residential −0.01 −0.01 −0.01 −0.01

 Inpatient −0.02 −0.02 0.00 0.00

Notes: The study population includes individuals enrolled continuously in 
carve- in plans of a managed behavioral health care organization during 
2013. OLS models control for enrollee age group, employer size cate-
gory, employer industry type, whether the plan was more or less man-
aged, state of residence, whether the enrollee is subscriber or dependent, 
marital status, and number of nonspouse dependents within the family 
by age group. We use robust “sandwich” standard errors using general-
ized estimating equations, to account for employer- level sampling and 
the nesting of months within people within plans within employers. The 
reference category for all results is non- Hispanic white. Results with 
 P- values <0.001 are bolded.
aN = 67 825; bN = 51 132.
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Our conclusions should be interpreted in light of certain study 
limitations, including the lack of measures of illness severity and 
care quality as well as the absence of data from primary care visits. 
Consequently, this study cannot rule out differences in need as an 
alternative explanation for utilization differences across racial/eth-
nic groups. Additionally, racial/ethnic minorities may be more likely 
to receive behavioral health care services in the primary care set-
ting than whites due to stigma, and consequently, some utilization 
differences may be potentially overstated in this respect. However, 
given the voluminous literature suggesting that racial/ethnic mi-
nority groups tend to be disadvantaged in many ways that are cor-
related with greater mental health needs (eg, stress associated with 
discrimination or financial insecurity), our findings are just as likely 
to under-  as overstate differences in specialty behavioral health care 
services utilization.19,20

Another potential limitation of this study is the inability to con-
trol for geography at a more fine- grained level than state, given 
that racial/ethnic minorities often live in segregated areas and this 
segregation may limit access to behavioral health care services.21,22 
Additional structural barriers to consider that have not been exam-
ined in this study include provider availability and practice hours of 
operation. However, inability to examine these specific structural 
factors is not likely a substantial limitation for this study because 
differences in utilization driven by structural factors would likely 
be present in both the unconditional and conditional results. If the 
strong racial/ethnic differences seen in service penetration are 
driven solely by geographic access, we would likely expect to see 
similar differences in the conditional intensity of use. Nonetheless, 
geographic access to care is one important possible interpretation of 
the racial/ethnic differences found in our study.

Lastly, the ability to generalize our study findings may be limited 
to Optum patients, although given the enormous size, geographic 
coverage (all 50 states), and diversity of this patient population, we 
do not consider this to be a significant limitation. As Optum was the 
largest MBHO in the nation during our study period, we believe that 
Optum enrollees are representative of the MBHO population over-
all. In turn, MBHOs administer behavioral benefits on behalf of two- 
thirds of insured patients.23

Given the consistent pattern that members of racial/ethnic mi-
nority groups are less likely to receive services but (after adjusting 
for SES) have similar patterns of care intensity once they have en-
tered treatment, our results suggest that racial/ethnic differences 
in behavioral health care utilization in our cohort may not be pri-
marily driven by provider bias. Barriers more likely to play a signifi-
cant role in these differences are those that might inhibit individuals 
from seeking care to begin with, including perceived need, perceived 
stigma, provider mistrust, and lack of cultural competence of pri-
mary care providers (which may lead to an underdiagnosis of behav-
ioral health care conditions and limit referrals to specialty behavioral 
health care providers).19,24,25

A number of interventions have been suggested to address 
barriers to behavioral health care among racial/ethnic minorities. 
Increasing behavioral health care integration into primary care has 

been explored as a strategy to both reduce stigma and improve 
geographic access to behavioral health care for racial/ethnic mi-
norities.26,27 Telemedicine has also shown promise for improving 
access to behavioral health care for racial/ethnic minorities.28,29 
Lastly, there is preliminary evidence that the adoption of culturally 
competent assessment practices in the primary care setting may 
improve racial/ethnic disparities in access to behavioral health 
care.30 Future studies should merge medical and behavioral health 
claims to ascertain the level of behavioral health care services 
being provided by primary care providers and to explore the im-
plications of this care substitution for access to behavioral health 
care and the quality of behavioral health care provided to racial/
ethnic minorities.
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